We assessed the burden of cancer on households' out-of-pocket health spending, non-medical consumption, workforce participation, and debt and asset sales using data from a nationally representative health and morbidity survey in India for 2004 of nearly 74 thousand households. Propensity scores were used to match households containing a member diagnosed with cancer (i.e. cancer-affected households) to households with similar socioeconomic and demographic characteristics (controls). Our estimates are based on data from 1,645 households chosen through matching. Cancer-affected households experienced higher levels of outpatient visits and hospital admissions and increased out-of-pocket health expenditures per member, relative to controls. Cancer-affected households spent between Indian Rupees (INR) 66 and INR 85 more per member on healthcare over a 15-day reference period, than controls and additional expenditures (per member) incurred on inpatient care by cancer-affected households annually is equivalent to 36% to 44% of annual household expenditures of matched controls. Members without cancer in cancer-affected households used less health-care and spent less on healthcare. Overall, adult workforce participation rates were lower by between 2.4 and 3.2 percentage points compared to controls; whereas workforce participation rates among adult members without cancer were higher than in control households. Cancer-affected households also had significantly higher rates of borrowing and asset sales for financing outpatient care that were 3.3% to 4.0% higher compared to control households; and even higher for inpatient care.
Introduction
The growth story of India has attracted much attention from economists, particularly over the last decade where annual average growth rates of income per capita have averaged 5.7%. On average, an Indian enjoyed an income of US$ 840 in 2011, nearly 5 times as high as his or her counterpart in 1960. Health gains have accompanied improved economic outcomes. In India, life expectancy at birth increased from 39 years in 1950 to 65 years in 2010, an increase of almost 67%. Even as these health and economic gains are being experienced, however, Indian health policymakers are faced with the challenge of non-communicable chronic diseases (NCD). According to the Global Burden of Disease (GBD) Study, ischemic heart disease, diabetes, stroke and asthma collectively accounted for almost 18% of years of life lost due to premature death in India in 2010, almost double their share in 1990 [1] .
Although not immediately apparent from the GBD study, India also faces a major non-communicable disease burden from cancer. In India, each year nearly 600,000 cancer deaths occur [2, 3] ; and 5-year cancer prevalence among individuals aged 15 years and over was estimated to be 1.7 million in 2008 [4] . Cancer incidence is increasing, owing to a mix of risk factors such as changes in diet and lifestyle, the legacy of high tobacco consumption along with population aging with cancer being more common in older populations [5, 6] . Cancers carry high levels of mortality and disability and require expensive treatments. Recent studies conclude that the aggregate economic impacts of cancer range from US$ 290 billion to US$ 900 billion worldwide [7] [8] [9] .
This study assesses the economic burden of cancer on households in India using a large cross-sectional household dataset from India. This burden can be potentially significant in India, given that low public sector allocations to health (ranging from between 0.9% to 1.2% of GDP over the last few decades) and limited insurance options have forced households to rely on out of pocket spending to finance their healthcare [10] . We assess several dimensions of this burden, including health-care utilization, outof-pocket expenditure on inpatient and outpatient care, aggregate household expenditures on items other than healthcare, reliance on borrowing and asset sales, and labor force participation rates of household members. We also examine the implications for other household members when an individual with cancer lives in a household, including their labor force participation, healthcare use and health spending. To our knowledge, this is the first systematic study of the economic burden of cancers on households in a developing country.
Methodology

Statistical Methods
Previous calculations of the economic impacts of cancer cannot adequately describe household burden of cancer, for three reasons. First, their assessments of the economic burden of cancer are confounded by competing risks and co-morbidities.
Because there are common risk factors that increase one's risk of multiple diseases (e.g. tobacco use or obesity that could be linked to cancer, heart disease or diabetes), unadjusted estimates of the economic burden attributed to any one condition are likely to be upwardly biased. Second, socioeconomic and demographic differences across households can influence healthcare expenditures and other coping strategies in response to illness. Finally, aggregate calculations also include impacts of cancer on households unaffected by cancer, such as via an overall slowing of economic growth that lowers employment rates and incomes [7] .
For these reasons, we focus specifically on households containing a member reporting as being diagnosed with cancer, i.e., 'cancer-affected' households, and compare their economic outcomes with households with similar socioeconomic and demographic characteristics that do not include a member with cancer. Matching on observable household characteristics allows selection of control households that are similar in socioeconomic characteristics and demographic composition to the sample of households affected with cancer.
We used propensity score matching (PSM) to compare the outcomes for a household containing a person with cancer to a matched household with no cancer case [11] . This generally consists of two stages. In the first stage, the probability that a household contains a member with cancer (the 'propensity score') is predicted based on household socioeconomic and demographic characteristics. This (pre-processing) stage involves the estimation of a logit or probit model. In this paper the first stage consisted of estimating the following logit model:
Here C i indicates whether household i contains a member with cancer. The vector X i indicates household demographic and socioeconomic characteristics, and b is a vector of the parameters to be estimated. In the second stage, cancer-affected households were matched to control households with similar propensity scores using STATA, version 12.0. For balance checking, for each covariate used in the regression model that generated the propensity scores, we compared the means between the canceraffected households and matched control households using a t-test.
Main Source of Data
This paper is based on anonymized survey data collected by the National Sample Survey organization (NSSO), a department of the Indian Ministry of Statistics and Programme Implementation. We have sought and obtained permission from the NSSO to use this data in our research. This cross-sectional survey collected nationally representative data on morbidity and health care utilization in 2004 and covered nearly 74,000 households (383,000 individuals of all ages). The sampling was based on a multi-stage stratified design [12] . In India, NSSO health surveys are conducted roughly once a decade, with the last being in the year 2004. These surveys are developed with extensive pilot testing and constitute the most reliable source of national-level information on household healthcare utilization and expenditures. Information on socioeconomic and demographic characteristics, insurance status, healthcare use, medical and non-medical spending, sources of healthcare financing and work status for all household members was collected in person from a single key adult respondent.
Definition of Cancer-Affected Household
A household was defined as 'cancer-affected' if at least one of its members was: (1) currently living with cancer; or (b) hospitalized due to cancer in the year preceding the survey, whether or not currently alive. This definition included most diagnosed cancers, with the exception of those who died from cancer in the year preceding the survey without being hospitalized. In our survey data, about 54% of the cancer cases were reported as hospitalized in the year preceding the survey, which is less than the annual hospitalization rates (of around 70%) reported for cancer patients in developed countries such as Australia for which similar data are available [13] . Control households did not meet this definition.
Matching Variables
Cancer-affected households and control households were matched on several indicators, including educational status of the head of household, house-type, land ownership, water source, sanitation type, major source of livelihood, demographic structure (number of children, young adults and the elderly, proportion of household members that is female), caste (whether 'scheduled caste or tribe' or not, or 'other backward caste' or not), religion, rural/ urban status and whether a member of the household was covered by social or private insurance. Dummies for 71 NSS sub-areas of residence were also included.
Outcome Variables
Healthcare utilization and expenditure of households. We used several outcome variables for healthcare utilization and spending. Healthcare utilization variables included hospital admissions per household member in the one year preceding the survey, length of hospital stay (in days) per household member, and outpatient visits per household member in the 15 days preceding the survey. Health expenditure variables included household out-of-pocket (OOP) expenditure per member for outpatient care in the 15 days preceding the survey, and household spending per member for hospital (inpatient) care in the one year preceding the survey.
Household non-Medical consumption spending. Treatment expenses and loss of income associated with cancer are likely to influence spending on items other than healthcare in the cancer-affected household [14] . Household consumption spending, net of healthcare expenditures, per member in the 15-day preceding the survey was used to capture this effect.
Financing of out-of-Pocket healthcare spending. To assess the degree of illness-related financial stress faced by households, we inquired whether the household borrowed funds or sold assets to support out of pocket spending on health care. Two indicator variables were used to capture this: whether a household borrowed funds or sold assets to finance inpatient (in the one year preceding the survey) and whether a household borrowed or sold assets to finance outpatient care in the 15 days preceding the survey [15] [16] .
Work force participation among adults and children. We compared adult workforce participation rates (the number of members aged 15 years and over who are currently working, divided by all members in the household aged 15 years and over) among cancer-affected household members and members of matched control households. A similar measure was constructed for comparing workforce participation rates among children aged 5-14 years of cancer-affected and control households.
Implications for members without cancer in cancerAffected households. In a cancer-affected household, the burden of cancer might be felt in the form of changed workforce participation, healthcare spending and non-medical consumption of members without cancer, or in the ways healthcare is financed [17] [18] [19] [20] . Therefore, we compared household-level outcomes (per person outpatient care visits, hospital admissions and health spending) of members without cancer in cancer-affected households and control households. We also compared healthcare utilization for 'non-major conditions' (specifically excluding stroke, diabetes, cancer, CVD and injuries) for the two sets of matched households.
Subgroup Analysis by Socioeconomic Status
Low levels of insurance coverage might lead to the economic burden of cancer being felt differentially across households of different economic status. The survey did not collect information on indicators of wealth or income. Instead, we used the education status of the head of household measured by years of schooling completed, as a proxy for household socioeconomic status (SES) [21] . To assess whether the economic burden varied with educational attainment of head of household, we conducted additional matching analyses comparing cancer-affected and control households separately for two subsets of population: one consisting of households where the educational status of the head of household was above the median (high SES households), and one of households where the educational status of the head of household was below or equal to the median (low SES) for the full set of households.
Robustness Checks
Several robustness checks were carried out by assessing results from alternative matching methods such as nearest neighbor and stratification; by estimating results after excluding from the data the 1% of households with the most out-of-pocket expenditures on cancer inpatient treatment to lower the risk of a few outliers influencing the results; and by excluding any household with at least one death because differential underreporting of deaths in household surveys. Further, to address possible risks of upward bias in estimates from using hospitalized cancer cases in our definition of cancer-affected households, we estimated a separate set of results when generating propensity scores by including an indicator of hospitalization in the propensity score equation.
Results
Tables 1 and 2 present summary statistics for households with cancer, unmatched control households and matched control households (using nearest neighbor matching). Table 1 reveals that many of the means of the healthcare use and out-of-pocket spending indicators for matched cancer-affected and control households were closer to each other than to unmatched controls. Thus, a simple comparison of cancer households to a random selection of households not reporting cancer may yield upwardly biased estimates of the economic burden of cancer. Across a wide range of household socioeconomic and demographic characteristics used for matching, the sample means of matched (control) households were considerably closer to those of cancer-affected households than their unmatched counterparts ( Table 2) : t-tests for differences in sample means of cancer-affected and control households in the matched dataset (after nearest neighbor matching) showed no statistically significant differences at the 5% level. Column 5 of Table 2 shows the relevant t-statistic and the associated p-value (in parentheses) for the tests.
Columns 2 through 5 of Table 3 present results for healthcare utilization under multiple specifications: a direct comparison of cancer-affected and control households using the nearest neighbor and stratification approaches (columns 2 and 3), a comparison that excluded all households experiencing at least one death in the preceding year, and a third that excluded 1% of the households with the highest levels of cancer-related inpatient spending. Cancer-affected households experience an extra 15.8 to 17.3 hospital admissions per 100 members annually, and an extra 5.6 to 7.6 outpatient visits per 100 members in the 15 days preceding the survey, compared to matched control households. Cancer-affected households also reported more days spent in hospitals per member. Per person outpatient visits of members without cancer (in cancer-affected households) were lower -by between 2 and 3 visits for every 100 members -than for household members in matched controls in the 15 days preceding the survey. Per person outpatient visits for non-major health conditions in the 15-days preceding the survey were also lower in cancer-affected households, by between 2.8 and 4.7 visits per 100 members, compared to matched controls.
Columns 2 through 5 of Table 4 present results on household consumption and labor force participation. Out-of-pocket health expenditures are significantly higher in households with cancer compared to controls, by between INR 3,576 and INR 4,438 per member for inpatient expenditures in the year preceding the survey and by between INR 66 and INR 85 per member in the 15 days preceding the survey per person for outpatient visits. Expenditures on non-major health conditions and on healthcare for individuals other than the person with cancer in canceraffected households were lower, relative to controls. Spending per household member on non-medical consumption was lower in cancer-affected households than matched controls, by amounts between INR 27 and INR 85 per household member in the 15 days preceding the survey, although the differences were not always statistically indistinguishable from zero.
Cancer-affected households rely to a significantly greater extent on borrowing or asset sales for financing out-of-pocket spending on treatment than matched controls: between 33.5% and 39.2% for inpatient spending in the year preceding the survey; and between 3.3% to 4.0% for outpatient spending in the 15-days preceding the survey. Current workforce participation rates among household members aged 15 years and above are lower by between 2.4% and 3.2% for households with cancer relative to matched controls. Workforce participation rates were higher among adult members in cancer-affected households when the individual with cancer was excluded from consideration -by between 0.80% and 1.90% -but the results are not statistically significant. Differences in work-force participation rates among children (aged 5-14 years) between cancer-affected and control households were also statistically indistinguishable from zero and varied from 0.01% to 20.30% in absolute magnitude.
We also conducted a separate set of analyses, in which an indicator of hospitalization was included as a matching variable to generate propensity scores (in addition to the core socioeconomic and demographic characteristics). Consequently, a large number of households whose members were hospitalized for reasons other than cancer were included as controls and lowered estimates of the economic impacts due to cancer. However, as indicated in Tables 5  and 6 , although our estimates of the economic burden on households are lower, they do not affect the basic direction of our conclusions.
As part of a subgroup analysis, Table 7 presents results for analyses in which the population is divided into two sub-groups by education of household head: education greater the median (high SES) and below or equal to the median (low SES). Comparisons between the two groups are thus based on outcomes relative to their (respective) matched controls. In general, both high and low SES cancer-affected households experienced more hospital admissions, more days in hospitals and increased outpatient visits. However, high SES households experienced a greater increase in private hospital admissions, and a smaller increase in outpatient visits (per member) relative to matched controls. Indeed, high SES cancer-affected households experienced a decline in outpatient visits among members without cancer. This was not observed among low-SES households: and almost the entire difference in the change in overall number of outpatient visits among the two groups can be explained by the declining outpatient use by members without cancer in high SES households.
After accounting for controls, high SES households also spend more per member on inpatient and outpatient care compared to low SES cancer-affected households. The former also spend less out of pocket on the healthcare of members without cancer, and on non-major health conditions; and they borrowed less compared to low SES cancer-affected households. Among high SES canceraffected households, adult labor force participation is lower than matched controls but statistically indistinguishable from zero. Low SES cancer-affected households experienced lower adult labor force participation relative to controls, with the difference also being larger in absolute magnitude when compared to adult workforce participation among high SES households. Finally, high SES households also see a statistically insignificant difference in non-medical consumption relative to controls (the decline is 14.5% of non-medical expenditures of matched controls). Low SES households experienced lower non-medical consumption that is both statistically significant and slightly larger as a share of nonmedical expenditures of matched controls (16.4%).
Discussion
As expected, cancer-affected households experience a greater number of hospital admissions (inpatient stays) and outpatient visits, compared to matched controls. Given the low population coverage of health insurance in India and a poorly run public sector, it is not surprising to find a large burden of out-of-pocket spending on households affected by cancer [22] . The additional expenditures (per member) incurred on inpatient care by canceraffected households annually is equivalent to 36% to 44% of annual household expenditures of matched controls (of INR 9,988). Roughly 34% to 42% percent of all spending (INR 15,343 annually) by an average cancer-affected household is for out-ofpocket treatment inpatient and outpatient expenses. Households with higher SES spend more on healthcare out of pocket as a percentage of total spending (60%) relative to their low SES counterparts (53%).
Out-of-pocket expenses associated with treatment for cancer and any loss of income affect expenditures of a cancer-affected household on non-medical consumption. We would expect household non-medical consumption be lower when some members have cancer, unless the household was able to effectively insure against associated financial risks [14 -15] . We find that Households also cope with the costs of cancer by increasing the burden on other members on unaffected members [14, [17] [18] [19] [20] 23] . Outpatient visits and out-of-pocket healthcare spending per member were both significantly lower in cancer-affected households compared to matched controls, once the individual with cancer was excluded from the analysis. However, when data are broken down by SES, this conclusion holds only for higher SES households. We also compared healthcare utilization and expenditure for non-major conditions (i.e. other than cancer, stroke, heart disease, injuries and diabetes) on the assumption that the occurrence of a serious condition would lower healthcare use for the former. We found that per person outpatient care use for nonmajor conditions was lower by between 3 and 5 visits per 100 persons among cancer-affected households relative to matched controls, and this conclusion holds even if data are broken down into two SES groups. Expenditures on non-major health conditions were also lower, although in this case, the results are being driven primary by lower expenses among high SES households ( Table 7 ). The lack of change in outpatient care use among members without cancer in low SES households likely reflects the already low outpatient care use among them, so further declines associated with cancer are unlikely to be significant. Income losses from days missed at work by the sick person and their caregivers could arise because more than 90% of India's workers are mostly employed in the informal sector with limited social security benefits. Overall, cancer-affected households have a lower labor force participation rate than matched controls of between 2.4 and 3.2 percentage points. However, workforce participation of members without cancer in cancer-affected households was 0.8 to 1.9 percentage points higher than control households, although the results are statistically indistinguishable from zero (see studies that analyzed workforce participation in other disease contexts [24, 25] ). These estimates do not indicate impacts on hours of work or earnings, but suggest that the adverse impact of cancer on household earnings may be partly countered by rising workforce participation among healthier household members. Even here though, adult workforce participation declines much more in low SES households (relative to controls) than in high SES households. These ideas do not carry over, however, for child workers where the differences between canceraffected households and matched controls are small and statistically insignificant, even when data are broken down by SES. One possible explanation is that most of the response in household economic activities associated with cancer occurs among adults. Notes: Robustness check refers to propensity-score matching that included hospitalization. INR = Indian Rupees. Values in parentheses refer to p-values that the matched cancer-affected and control outcomes differ in a two-tailed test. 'Non-major' health conditions refer to conditions other than cancer, heart disease, stroke, injuries and diabetes. doi:10.1371/journal.pone.0071853.t006
Alternatively, given that only 2.4% of the sample of children aged 5-14 years reported working in the survey, understanding the burden of cancer on children in the form of work participation and/or caregiving activities with any statistical precision may require collecting larger samples. Households cope with increased requirements for health spending associated with cancer by borrowing or selling assets. However, the extent to which they rely on sales of assets and borrowing varies inversely with economic status: there is an almost 11 percentage point difference in household reliance on borrowing and sale of assets for financing inpatient care in high SES canceraffected households, compared to low SES households. In sum, not only can cancer have long-term implications for household economic well-being if borrowing costs are high or if income earning assets are sold, but also it may exacerbate pre-existing economic inequalities. Our results also suggest a difference in the way households at different levels of SES respond to the economic challenges of cancer. Specifically, higher-SES households seem to adjust by lowering their spending on outpatient care for members without cancer and for non-major health conditions, along with some decline in non-medical expenses and reliance on borrowing/ assets. Low SES households, however, have a narrower set of options: more borrowing and sale of assets and lower non-medical consumption.
Our study has multiple strengths. Matching cancer-affected households to 'control' households (not affected by cancer) on large set of observable socioeconomic and demographic characteristics reduces confounding that arises from non-random assignment of cancer. Our results suggest that the economic burden of cancer -be it in terms of public subsidies or out-ofpocket spending by households -may not be as large as one might conclude in the absence of matching. Moreover, we use a nationally representative household survey that contains detailed information on healthcare utilization and out-of-pocket expenditure on health services by individuals, the methods by which outof-pocket spending was financed, along with information on individual-level workforce participation. Finally, our study findings rely on multiple checks for robustness. Our results hold up across different matching methods, as well as matching after excluding households with a death from any cause, and matching after excluding the top 1% households with the most out of pocket spending on cancer treatment.
There are limitations to our study. Our identification of canceraffected households relies on self-reports, which may lead to inaccurate estimation of cancer cases. It is noteworthy though, that the prevalence of cancer cases in the survey data we used was 0.22%, which was very close to the prevalence estimate reported by GLOBOCAN (2008) of 0.23% among individuals aged 15-years or older.
From the health survey we used, there are an estimated 102 thousand deaths due to cancer in 2004, compared to 634 thousand deaths per GLOBOCAN (2008) estimates based on cancer registries in India, and about 560 thousand deaths in 2000 based on the Million Deaths Study [3, 4] . Underestimates of cancer deaths arise partly because 49% of deaths reported in the survey are not assigned a cause. However, another reason is that deaths (from any cause) are undercounted in NSS surveys. Cancer impact estimates could be biased downwards if healthcare utilization and Nor do we have information on the occupational history of household members that could affect cancer risks. Unavailability of this information may lead to the exclusion of at-risk households from matched controls and can bias our estimated economic burden of cancer upwards if the excluded households are also at risk for acquiring other serious illnesses and increased health care use. Our matched control households reported higher levels of health care use and out of pocket spending compared to the average survey household, so this risk is lower. Separately, we tried to address this issue by including a hospitalization indicator in constructing propensity scores prior to matching. As a result, the estimated economic burden of cancer was lower, but the direction of the conclusions remained unchanged. To effectively address this subject would require longitudinal data, which the NSS surveys do not currently collect.
Biased estimates may also have resulted because we did not have information on differences in physical access (such as distance to health facilities) which can influence the diagnosis of cancer and any associated health spending. The absence of information on distance to health facilities from the propensity score equation could potentially cause an upward bias in our estimates of out of pocket spending and healthcare use if, as is likely, individuals with better access also happen to be wealthier on average. We sought to address this through the inclusion of three sets of variables in the propensity score equation, two of them being a range of controls of living conditions (access to drains, piped water, etc.) and rural residence that are likely to be positively correlated with physical access [26] . In addition, we used 71 indicators of location used by the NSSO to indicate sub-regions with varying economic and climatic characteristics and these may capture many regionspecific differences related to physical access to health services.
The survey also did not collect information on the severity of cancer. If information on severity were available, we could have used a variation of the propensity score matching method for the multiple treatment case to assess the economic burden on households by severity of condition [27] . In the absence of this information, all we can estimate is the average burden for different levels of cancer severity. It is nevertheless possible that what we have in the data are relatively more severe cancer cases thereby what we are capturing is, in fact, the economic burden of cancer for the more severe cases.
Our estimates of the economic burden of cancer are for 2004, and can be expected to have risen considerably since then, both on account of general inflation as well on account of changes in the technology of cancer treatment. Information on the impact of the latter on treatment costs is unavailable for India. However, consumer price index data suggest that the treatment costs are likely to be at least 70% higher at present compared to 2004 [28] .
Conclusions
Our finding provides much better understanding of economic burden of cancer at the household level. To our knowledge, ours is the first paper to estimate this burden for households in a developing country. Our use of matching also helps to address potential confounding associated with socioeconomic and demographic differences in estimating the economic burden of cancer.
The major policy implication of our findings is the need for protection against the financial risks from cancer for Indian households. This is not surprising given the heavy reliance on out of pocket spending in financing healthcare in India: government financing accounts for only about one-fourth of India's aggregate health spending of 4.5% of GDP, and most of the residual spending is in the form of out of pocket spending by households. Our results also show that households across the SES spectrum face a large economic risk from cancer, and the risk seems particularly serious for low SES households who rely on borrowing and asset sales to a much greater extent to finance their healthcare.
Unlike in 2004 the year our survey was conducted, over the last few years, a number of publicly funded health insurance schemes have emerged in India [29] . These schemes and existing subsidized public sector health facilities are likely to have provided improved protection against the economic costs of cancer. However, coverage is not comprehensive in many of these programs and non-poor households are often ineligible to benefit from such programs. For example, the Rashtriya Swasthya Bima Yojana (RSBY) is a fully government funded insurance scheme targeted only at the poor and provides coverage for hospital-based treatments including cancer, at both private and public healthcare facilities. Although the scheme now covers more than one hundred million people in India, the financial cover it provides is relatively small (INR 30,000) for a family of four and is inadequate given the financial costs of cancer treatment [30] . More generous publicly financed schemes are in place in a few Indian states such as Andhra Pradesh and Tamil Nadu, and they cover a broader category of households than just the poor but these comprise only a subset of India's population and face issues of long-term financial sustainability.
Apart from the limited financial cover for the poor, a key conclusion of our paper is that higher SES households also face a serious financial risk from cancer. The problem of lack of coverage of the non-poor is exacerbated by various age-limits that exist for voluntary private insurance coverage in India, and a public sector that is underfunded and provides poor quality services for all population sub-groups.
These gaps in coverage necessitate thinking more broadly about pooling mechanisms than the strategy of just targeting the poor with publicly funded programs. However, expanded coverage for cancer (and other conditions requiring expensive treatment such as heart disease) is challenging in a resource constrained health sector such as in India as it competes with other pressing healthcare needs for the poor, including the needs for child survival, malaria and tuberculosis, as it charts out a path for achieving universal coverage over the next 10-15 years [31] . An interim mechanism may well be a regulatory environment that encourages private sector pooling to fund cancer care and expanded publicly funded cover for the poor for expensive to treat medical conditions. From a longer term perspective, mechanisms to lower the risk of acquiring cancer, including improved screening might also be prioritized.
